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ACUTE PANCREATITIS.1
BY M. H. RICHARDSON, M.D., BOSTON.

The subject of Dr. Lund's paper is one of greatinterest to me, and it has been presented in a most
interesting manner. One can say nothing in the
way of adverse criticism. Dr. Lund has had the
fortunate experience of seeing one or two of these
cases of acute pancreatitis recover. In all the
cases that I have seen in which this diagnosis was
confirmed death has followed. It seems as if the
time had come when we ought not to content
ourselves with leaving these cases to themselves.
The occasional occurrence of disseminated areas
of cicatrization in the peritoneum

—

the yellowish
spots referred to by Dr. Lund, and which I think
every abdominal surgeon not infrequently sees

—seems to show that recovery follows mild cases of
fat necrosis. The severe cases are essentially
fatal, and are among the most terrible of abdomi-
nal emergencies. It is to be hoped that by earlier
recognition, and by earlier and more thorough
methods, we may reduce the almost prohibitory
mortality of operations thus far performed.
I have seen a number of cases of suppuration in

the epigastrium, in the lesser cavity of the omen-
tum. My first case was one which Dr. Elliot
thought had probably started from a suppurating
pancreas. There was no reason to think it was
the pancreas except that the woman had a largeabscess in that region. She was a "fat old
woman who may have had gall stones." We
simply drained the abscess, and she made a good
recovery. I have drained abscesses in the epigas-trium in four or more instances, but I have at-
tributed them to other causes than pancreatitis.One occurred in a girl who had been in the habit
of swallowing rubber gum. I supposed that the
gum had collected in the stomach and that a

perigastritis had resulted. This was indeed the
fact. In another case in which I operated for
Dr. Dudley, of Abington, we found extensive
retroperitoneal hemorrhage. The man died, and
an autopsy was not obtained. I have operated in
another instance for what I supposed was suppu-
ration of the mesenteric lymph glands situated
near the pancreas. The patient, a girl, recovered,
but died later of pulmonary tuberculosis. I have
used this case as an illustration of possible mesen-
teric tuberculosis and suppuration. One case was

undoubtedly an acute hemorrhagic and suppurative
pancreatitis. My patient was a girl of nineteen,
who was apparently moribund. I thought at firstthat there would be no use in operating, but finally
decided to open under cocaine the epigastriumwhere the guiding symptoms lay. We gave her
chloroform finally. The wTound gave exit to enor-
mous quantities of bloody serum, and to masses

supposed to be pancreatic fat. To my surprise,

the girl recovered from the operation and did well
four weeks, toward the end of which time she be-
gan to cast off large masses of sloughing pancreatic
tissue. She was doing fairly well, when suddenly
she died. An autopsy was not obtained. On the
same day a similar case was operated upon at the
Massachusetts General Hospital. The patient, a

man, also died at the end of about four weeks,
after doing well.
I have listened to the paper with great attention

and interest, and I think that the conclusions are
warranted. In all obscure inflammations of the
epigastrium, attended by acute sudden pain, we

ought to explore. If we cannot do anything else
we can at least drain. From the nature of things
I do not suppose that we can save many cases.
The frequency with which the diagnosis of pan-
creatitis has been made is suggestive. In all ob-
scure cases of sharp pain high up in the abdomen
the one who always says " acute pancreatitis " will
sooner or later be right. I have said it many
times, but never was right. The fact is, that the
diagnosis of these obscure lesions is practically
impossible unless time is taken for study, which
the imperative call for operation forbids. The
only case of mine in which this lesion was really
found was one in which it had not been suspected.
The last case in which this diagnosis was made
was only two weeks ago. One of my assistants
thought the lesion an acute pancreatitis ; a consult-
ant, intestinal obstruction ; the rest of us made no

diagnosis. Under ether it was plainly an acute
appendicitis

—

in other words, it proved to be
what almost all obscure acute inflammations in
the abdomen prove to be

—

an acute appendicitis
with general peritonitis.

1Contribution to the discussion of a paper on "Acute Hem-
orrhagic Pancreatitis," read by Dr. F. B. Lund before the Boston
Society for Medical Improvement, November 26, 1900. See
Journal, November 29, 1900.

CASE OF RECOVERY AFTER OPERATION
FOR ACUTE PANCREATITIS.1

BY J. C. MUNRO, M.D., BOSTON.

The patient was under the care of Dr. Flan-
ders, of Jamaica Plain, and was seen also by Dr.
Jackson. When I saw her there was general ab-
dominal pain, tenderness and spasm in both hypo-
chrondria and in the epigastrium, with a tumor
in the latter region, extending into the left
lumbar region. The diagnosis was some retro-
peritoneal infection. At that time Dr. Flanders
thought of pancreatitis, but personally I did not
give it much credence. There was a history of
recurrent attacks of gall stone, and I thought it
more likely that a large gall stone had perforated
the posterior peritoneum and produced a retro-
peritoneal lymphangitis, extending across to the
kidney. On the following day, March 8th, I oper-
ated, and found the omentum full of fat necrosis,
and behind that a large tumor which increased
in size towards the left. I introduced the fingers
into the tumor and found that there was no pus,
but that it broke up rather easily. With one finger

1Contribution to the discussion of a paper on "Acute Hemor-
rhagic Pancreatitis," read.by Dr. F. B. Lund before the Boston
Society for Medical Improvement, Nov. 26, 1900. See Journal,
November 29, 1900.
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as a guide I opened on the left side and thor-
oughly broke up the pancreas as much as I could,
and then closed the first wound and drained through
the second. The operation was not well borne ;
in fact, I thought she would die on the table.
For some days she was very ill, and then dis-
charged an enormous quantity of material re-

sembling pea soup, with a sweet odor. She went
along well for about a month, when suddenly the
temperature rose to 104° or 105° F., and she again
became very ill. I explored the sinus and opened
into another large cavity which contained a
similar material. She recovered from that, dis-
charging a good deal of this material, but still
she had not pulled up as much as she ought, andfour days later I opened through the sinus into
another cavity that went up behind the lesser peri-
toneal cavity. At the lowermost part of all these
cavities a free opening was made in the loin.
She continued to discharge the greyish material,
for some time, but finally the sinus closed and she
has been well ever since, except for one or two
slight gall stone attacks. She has gained in weight,
and apparently digests everything.

She was very, very ill, but to the good nursing
and to the excellent care of Dr. Flanders I think
she really owes her recovery. I drained with a

glass tube and iodoform wicks, removing them
in forty-eight hours, when there was this gush of
material resembling pea soup.

MedicalProgress.
RECENT PROGRESS IN THORACIC

DISEASES.
BY GEORGE G. SEARS, M.D., AND JOHN W. BARTOL, M.D., BOSTON.

the position op acute PERICARDIAL
EFFUSIONS.1

As a result of experiments on the cadaver,
Aporti and Figarolix reach the following con-

clusions :

(1) Pericardia! effusions can be demonstrated
by percussion only when they exceed 150 or 200
cubic centimetres.
(2) Six hundred and fifty to 700 cubic centi-

metres is the maximum which the pericardium can

contain. (This must refer to the maximum
amount which can be injected after death, since
clinical experience has shown that it may contain
much larger amounts. )
(3) With the patient on his back, the cardiac

dullness extends in all directions proportionally
to the amount of exúdate, while in the vertical
position the dullness is more marked in the re-

gion of the apex beat and the cardiohepatic angle.
In the first instance the anterior surface of the
heart is only partially, in the second it may finally
become fully covered.
(4) In .the horizontal posture the great vessels

are surrounded by the exúdate when present only
in small amount, while in the erect position the

base of the heart remains free even in the presence
of a large quantity of fluid.

CARDIOPTOSIS.

Ferrannini2 speaks of displacements of the heart
which are secondary to changes in other organs,
and then discusses the primary essential ptosis of
the heart, which was first described by Rummo.
He refers to the various theories which have

been formulated to account for enteroptosis in
general and cardioptosis in particular, and re-

ports 4 new cases of primary cardiac displace-
ment. They occurred in adults between eighteen
and thirty-four years of age, 2 men and 2 women,
in none of whom was there any hereditary taint.
All showed a marked epigastric pulsation. On
percussion, the lower border of the heart extended
3^ to 4!f centimetres below the ensiform process,
while above the relative dullness began as low as
the third rib, the third interspace or even the
lower border of the fourth rib. There could,
therefore, be no doubt that he was dealing with
a displacement of the. organ and not an enlarge-
ment. Auscultation snowed the presence of mi-
tral stenosis in all cases. In all four patients
certain abnormalities of development were found
as shown by the disproportion between the face
and the rest of the skull, the slender bones, the
small stature, and the deformities of the thorax
and extremities. In one there were pronounced
mental defects.

" HILL HEART."

Campbell3 describes rather picturesquely the
form of heart disease which he finds especially
common in hilly districts. This is a degeneration
of the muscle (with preceding hypertrophy) which,
although not serious enough to prevent attendance
on usual pursuits or produce symptoms of bacli
pressure, offers a constant menace to the indi-
vidual, because any extra strain may result in
alarming and dangerous attacks; thus may arise
marked distress (anginal), dyspnea, syncope or
even apoplectiform seizures, which not infre-
quently terminate in death. There is a report of
cases which sufficiently support his description,
and in closing, an explanation that the condition
differs from the ordinary fatty degeneration in
the existence of an antecedent hypertrophy and a

consequent greater liability to the epileptiform or

apoplectiform attacks, which are associated with
a temporary increase in the blood pressure, a
forcible action of the heart indicated by excited
tumultuous movements and anginal pain, these
effects being increased by the upward pressure of
a dilated stomach, which is very apt to be an

accompaniment of the conditions.

DIASTOLIC EXPANSION MOVEMENT OF THE VEN-
TRICLES A FACTOR IN COMPENSATION OF

MITRAL DISEASES.

In a paper largely theoretical, and based chiefly
on evidence of the cardiogram, Wilson4 attempts

i Centrl. f. inn. Med., July 21,1900.

2 Centrl. f. inn. Med., November 1,1900.
3 Lancet, September 8,1900.
4 British Medical Journal, September 29,1900.
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